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ORIGINAL ARTICLE
The use and
pr.acticeof body
substance precautions
in sports physiotherapy
This study .examined the use of ·Universal
Precautions in the management of bleeding
sports injuries. Asurvey was used which asked
questions on: demographics, hepatitis B
vaccination, first aidpractices and frequencyof
blood contact. The national sample consisted of
1800 Australian Physiotherapy Association
National Sports Physiotherapy Group members.
The response rate was 29.2 per cent. Eighty-
five percent of physiotherapists were exposed
to bleeding injuries. The use of rubber gloves in
the treatment of bleeding injuries was low (47
per cent using them always/frequently). Only
60 per cent disposed of sharp instruments
appropriately. Eighty percent reported being
immunised againsthepatitis B. Experience was
strongly associated with appropriate first aid
practices. The study suggests that
physiotherapists in sport are not consistently
adhering to Universal Precautions.
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ince 1991, when the famous
American basketball player,
Earvin"Magic"Johnson publicly
announced his positive human
immunodeficiency virus (RIV) status,
there has been great concern that there
is a potential forHIV or hepatitis B
virus (RBV) transmission through
physical contact with infected players
during sporting activities (Goldsmith
1992). It has become a major concern
for not only other athletes but coaches
and sports trainers as well.
There is substantialliterarure to
suggest that the risk of HIV
transmission through sport does exist.
While player to player risks have been
reported to be negligible, no mention
has been made with respect to
transmission between player and sports
practitioner (Begley 1995). The World
Health Organisation (WHO) and
World Federation ofSports Medicine
(FIMS) indicate that a very low risk of
HIV transmission exists when an
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infected athlete has a bleeding wound/
skin lesion and makes contact with an
area of open skin or mucous membrane
of another player. This specifically
applies to body contact sport where
there isa higher risk of bleeding
(WHO and FIMS 1989).
Hypothetical calculations on the risk
per game ofacquiring infection were
made and presented in a 1990 paper to
the 27th National Annual Scientific
Conference ofthe Australian Sports
MedicineFederation (ASMF)
(Sheridan 1990). The risk of acquiring
RBV was estimated as one in 20,000,
hepatitisC virus (RCV) was estimated
as one in 31,500 and HIV as one in
4,000,000. Magnusson andOple (1994)
report that this risk appears to be even
less· in women because they are
generally lessJikely to play sports with
high degrees ofphysical contact thus
resulting in blood injuries. However, in
estimates for non-immunised health
..
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care' wntkers exposed to blood or other
body tltiids1 the lifetime occupational
risk ofHBV infection is about 83.18 to
113.4 events per 1000 (Roup 1993).
S:everal authors report that the risk of
transmission on the sports field is·not
zero but is indeed minimal (Calabrese
etal199J,Seltzer 1993). However,
there is a theoretical possibility for
HIV transmission in the event of blood
contact during sport which is similar to
that experienced by health care
workers ie 0.035 per cent (Goldsmith
1992). The only incident to support
this is reported by Torre et al (1990).
After asoccer match in Italy in 1989, a
head collision between a known drug
abuser who was HIV positive and a
previouslysero-negative player caused
bleeding·wounds to both players. The
sera-negative player was found to be
HIV positive two months after the
incident. He maintained that he was
not engaged in homosexual activities
or drug usage and that he had never
had a blood transfusion or dental care.
However, there was doubt that this
player actually led the monogamous
life he claimed (Goldsmith 1992), so
some controversy existed concerning
the means ofinfection ofthe
previously non-infected player.
Although HBV iSIDore easily
transmitted thanHIV, there are very
few reported cases of HBV
transmission through sporting contact.
The available literature has reported a
case in 1979, in which five members of
aJapanese high school sumo wrestling
team contracted HBV through
apparent percutaneous transmission
from an asymptomatic carrier on the
team (Kashiwagi et al 1982). An
outbreak ofhepatitis B amongst
Swedish cross country runners was
reported in 1990. It was speculated
that this may have resulted from
competitors grazing themselves against
scrublbushes, leaving HBV
contaminated blood adhering to these
surfaces for other competitors to brush
up against (Magnusson and Ople
1994). They also reported that HBV
transmission may also have occurred
due to communal bathing following
the event.
ORIGINAl ARTIClE
Needle stick injury is the most
commonly reported form of HIV
transmission to the health care worker
(Adegboyeet al 1994). Eighty per cent
of exposures are due to injury with
sharp instruments (Kelen 1990). It is
suggested that the possibility of
becoming .infected with ·HIV after
exposure is 0.3 per cent (Adegboye et
a11994, Esposito et al1993,Gershon
et a11994, Headet aI1993). After a
single cutaneous exposure, risk of HIV
acquisition has been suggested to be as
low as 0.0087 per cent, with increasing
risk after each subsequent exposure
(Marcus et aI1993).Roup (1993)
suggests that the risk of HIV infection
is one in every 300 needle stick
incidents and non-existent with
mucous membrane exposure.
Head et al (1993) and Marx (1993)
have estimated the risk of transmission
ofHBV via needle stick injury to be
between 3 and 30 per cent. Lisanti and
Talotta (1994) report the chance.of
contractingHBV infection following
one needle stick incident as being
about 6 to 30 per cent. This is
validated byHu etal (1991)who
claims a 7 to 30 per cent chance of
HBV transmission and less than 0.5
per cent chance ofHIV transmission
via needle stick. It has been suggested
that sero-conversion in HCV needle
stick injuries occurs in approximately 2
to 3 per cent of cases (Marx, 1993,
White and Ridgway 1994). Thus the
health care worker is at a greater risk
of contracting·HBV than·HIV via a
needle stick injury (Mosley 1993).
However, it must, be taken into
consideration that at least 20 other
pathogens may be transmitted via
needle stick injury (Gershonet al
1994). Therefore the risk of infection
transmission extends beyond that of
HIV and hepatitis alone and Universal
Precautions (UP) are an important
means of protection against all
transmissible diseases (Mercier and
Haig 1993, Oakley 1994).
Hadley (1989) and Wonget al (1991)
reported that percutaneous exposure
poses a higher risk of transmission of
HIVand HBV than that of cutaneous
and mucous membrane exposure.
Espositoet al (1993) commented that
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the risk of transmission is increased
according to type, frequency and
duration ofexposure. This is
confirmed by Hu et al (1991), who also
suggest that the infectious
characteristics of the pathogen are a
factor. Gershon et al (1994) suggest
that increased risk of infection can be
attributed to the use of sharps and lack
of compliance·with UP.
Difference in risk of transmission
maybe due to the fact thatHIV and
HBVsurvive for different lengths of
time outside the body. It is generally
thought that HIV is inactive in dried
blood and that it will be unable to
survive for more than a few minutes
outside the body. HBV, on the other
hand, may remain in dried blood for
approximately one week (Heeg and
Coleman 1992, Huetal 1991,
Trevalyan 1991). Risk of transmission
via body fluid with low viral content,
such as urine, saliva, tears, sputum and
sweat, is minimal, ·with the risk being
greater with HBV as opposed toRIV
(Hu et al1991). It is therefore
apparent that hepatitis Band Care
more infectious than HIV, with .HBV
being the most infective (Huet al
1991). More emphasis may be placed
on transmission ofHIV due to· the fear
and stigma attached to it being a
"deadly" virus with much higher
incidence of mortality than HBV
(Geberding 1990). It has been noted
that there is a greater chance of a
health care worker acquiring or dying
from HBV than AIDS (Lusk 1994).
As yet there is no available literature
that documents transmission of
infection from the athlete to the sports
practitioner or vice versa. McGrew et
al (1993) report that no clinical or
epidemiological studies from the sports
setting exist to assess the risk of
infection transmission from athlete to
medical personneL However, it has
been noted that sports trainers are at
considerable risk of infection because
of their direct exposure to body fluids
and because the profession has been
slow in implementing programs to
prevent exposure to the various
pathogens (VVebster and Kaiser 1991).
Recently, the Australian Physiotherapy
Association (APA) has developed
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Infection Control Guidelines and has,
for example, strongly recommended
the hepatitis B vaccination to all
physiotherapists (APA 1995).
Reibsteinet al· (1995) provide details
of a controversial diving accident at the
1988 Seoul Olympics in which the
diver, Greg Louganis, hit his head on
the diving board and required
immediate treatment. James Puffer, an
Olympic physician, sewed four stitches
through the 5cm cut without wearing
gloves. At the time of the incident, it
was un!mown that Louganis was HIV
positive and that the sports practitioner
was therefore at risk. Other sports
practitioners may be exposed to similar
situations in which it is imperative for
them to take optimum precautions to
prevent cross infection between sports
practitioner and athlete.
The transmission of HIV,HBV or
HCV during sport remains a
theoretical possibility if a bleeding
wound or other skin IEfsion in an
infected person is present (Loveday
1990). In the case of HBV, this risk is
greatly minimised if all players and
trainers are routinely vaccinated (Heeg
and Coleman 1992). The ASMF (1993)
and Whitehill (1990) outlined the
recommended precautions that all
contact!collision sports team
physicians, coaches, trainers, ~~eferees,
administrators, managers, players and
parents should adopt to minimise the
spread of blood-borne infections.
Although it is !mown what measures
the trainers should be taking when
treating a bleeding athlete, there has
been little indication from the
literature that such precautions are
being adhered to. Calabrese et al
(1993) suggest this may be because
most physicians and sports trainers are
unclear on the precautions required to
reduce the risk of HIV transmission on
the sports· field.
It has been stated by Wong et al
(1991) that the use of gloves may
reduce tactile input therefore
increasing the number of injuries with
sharps during procedures where blood
is involved. This has the potential to
increase risk ofinfection transmission
and prevents some health care workers
from consistently using gloves.
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Abberley (1993), the Head of Health
Unison in London, warns that
although protective gloves are available
to health care workers, they are not
always popular.
Research in America has addressed
the issue of actual practices used in the
outpatient health care setting to
prevent transmission of infectious
agents such as HIV and HBV.
Although UP are recommended for all
health care.settings to prevent
infection transmission (Centres for
Disease Control 1991),therehas been
limited information regarding the
practices ofsports trainers in the
outpatient setting (McGrew et al
1993).
A survey by Welch et al (1989) of the
practice patterns ofsports trainers in
the United States·indicated that·UP
are not routinely adhered to in all
training rooms. They found that·only
25 percent of sports trainers in schools
had made the wearing of gloves
mandatory when exposed to body
fluids. A nation-wide survey in the
USA of head sports trainers, conducted
by McGrew etal (1993), reported a
significant lack of consistent practice of
UP by these health care personnel.
Although there is some liteiaturethat
examines the practices ofsports
trainers in the United.States, there is
an apparent lack ofsimilar literature to
report practices in Australia. This
highlights the need for lmowledge of
the practices and use of UP by
members of sports health care' teams in
Australian sport and to emphasise the
concept of the sports training room as
a health care facility in which UP
should be employed.
The purpose of this study was to
examine how sports practitioners,
specifically physiotherapists, manage
injuries involving blood on the field
and/or in the training room. The
extent to which they come into contact
with blood, and the equipment utilised,
was also determined. Identification of
protective measures employed by
sports practitioners when in. contact
with blood was the main focus.of this
study.
Methods
Subiects
A database of sports practitioners,
defined as registered physiotherapists
(n: 1,800) having membership in the
Australian Physiotherapy Association's
National Sports.Physiotherapy Group
(APA-NSPG) was made available to
the investigators. Access to this
database and enclosure of the
questionnaire with a routine mail-out,
thereby defraying costs, enabled all
1,800 sports practitioners to be
surveyed, therefore reflecting current
practice patterns in Australia. Asmaller
random sample would have run the
risk of selecting a group of sports
practitioners onlyinvolved in low risk
non-contact sports and therefore
might not have been a true indication
of nation-wide trends.
Inclusion criteria
There were three inclusion criteria:
1. Subjects had to be·sports
practitioners in the APA-NSPG
2. Subjects must have had recent on-
field/first aid experience, that is, in
the previous 12 months
3. Questionnaires had to be
completed correctly.
Exclusion criteria
The two exclusion criteria were:
1. No on-field/first aid experience in
the last 12 months
2. Incorrect!incomplete
questionnaire responses.
N ote:AlI returned questionnaires
were included in reporting
demographic data such as age, gender,
state/territory, qualification and status
of hepatitis Bvaccination of the
respondents. However, those who
reported no on-field first aid
experience in the previous 12 months
were excluded from further statistical
analysis.
Ethics
This study was approved by the Curtin
University ofTechnology Human
Research Ethics Committee. All
ORIGINAL ARTIClE AUSTRAliAN PHYSIOTHERAPY
from Page 101
subjects were guaranteed complete
confidentiality given that the
questionnaires were uncoded. There
was no obligation to participate in the
study and informed consent was
assumed if respondents elected to
complete and return the questionnaire.
The questionnaire
A two page questionnaire was
developed by the research group, and
revised five times before being pilot
tested on a group of 42 sports
practitioners. These revisions were
undertaken to ensure clarity of the
questions and distracters and to
minimise response bias. Given the
large survey population and a
potentially large data entry process, no
open-ended questions were included.
Questions were of a quantitative
nature, with most responses requiring
the subject to circle a YeslNo option
or to place a tick in the appropriate
space. The brevity of the questions was
intended to reduce the respondents'
time and effort requirements and to
minimise any inconvenience.
Questions covered demographic
information, first aid practices and
frequency of contact with blood. The
more sensitive questions relating to
exposure to blood were reset ved for
the final section of the questionnaire,
as it was thought that they might bias
previous responses. The final version
of the questionnaire was titled Sports
Practitioner Survey (Appendix 1).
Procedure
One-thousand eight-hundred
questionnaires were mailed to all
members of the APA-NSPG in the
Group's NovemberlDecember general
mail-out. Pre-addressed postage paid
envelopes were provided for easy
return to the researchers. The data
collection close-off was set at the 31st
ofMarch 1995.
Delimitation
The questionnaire did not attempt to
evaluate or identify the reason(s) why
sports practitioners do or do not
employ safe practices.
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Data analysis
All data collected were summarised
using the SPSS package. The analysis
focused on descriptive data (including
mean, standard deviation, ranks and
percentages) and non parametric data.
To determine associations between
independent and dependent variables
Chi-square tests were used. Statistical
significance for all analyses was set at
the 0.05 level.
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Results
Five-hundred and twenty-six
questionnaires were returned out of a
possible 1800 - a response rate of 29.2
per cent.. Of the 526 questionnaires
received, 439 (83.5 per cent) were from
physiotherapists and 87 (16.5 per cent)
were from individuals who considered
themselves sports physiotherapists
(post-graduate diploma or equivalent)w
Two hundred and twenty of the
respondents were male (42 per cent)
and 304 were female (58 per cent). The
mean age was 34 with a range of 21-66.
Responses were received from all
States and Territories within Australia.
Table 1 provides a geographic
breakdown of the response ratew
If physiotherapists did not have on-
field sports experience in the previous
12 months, they were not required to
complete the remaining sections of the
questionnaire, which investigated
practice patterns. They were instructed
to move to the last question on the
survey, which asked them about their
hepatitis B vaccination status and to
return the questionnaire. Only those
respondents with on-field sports
experience in the previous12 months
were required to complete the
remainder of the questionnaire. This
amounted to a total of 327
physiotherapists.
The experience of this group of
physiotherapists with on-field sports
experience in the previous 12 months
is illustrated in Table 2.
Respondents, for the most part (77
per cent), had three or more years of
experience, with participation at
national, state and local levels being
fairly equal. The mean number of
weeks of on-field sports coverage
provided in the previous 12 months by
this group was 20 weeks, with the
mean number of hours per week of
sports coverage provided being 7.8
hours.
The various sports that were covered
by physiotherapists with on-field
coverage in the previous 12 months
were categorised into four groups
using "contact" as an index for
bleeding injuryw This classification
followed that made by Magnusson and
Ople (1994). Table 3 illustrates the
breakdown of sport coverage by
physiotherapists according to degree of
contact. The most commonly covered
sports were in the moderate contact
category, consisting of three football
codes (Australian Rules, Rugby League
and Rugby Union).
Low contact sports mentioned in the
-
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other categories were soccer,
basketball, netball, baseball/softball,
hockey and cricket. Non-contact sports
were triathlon, cycling, gymnastics,
aquatics, racquet sports, rowing,alpine
skiing and athletics/track and field.
The only high contact sport
mentioned was martial arts.
Table 4 illustrates the exposure rates
of the physiotherapists to·bleeding
injuries. Of those who provided on'"-
field sports coverage in the.previolls 12
months, 278 (85 percent) reported
exposure. Approximately three'"-
quarters ofthe group had low levels of
exposure .(seldom or occasional)
whereas approximately one-quarter of
the group reported "often" or
"frequent" exposure.
Table 5illustrates the presence of
various UP equipment in the
physiotherapists' kits. Sharps, which
were defined as needles, pins, razors,
safety pins, scalpel blades and paper
clips, were included, as they may be
used to puncture skin (eg draining of a
blister or sub-ungualhaematoma).
Rubber gloves were the most common
item in the kit, followed by sharps.
Of the 251 physiotherapists who
stated that they had sharps in their kit,
42 respondents (31 per cent) used
sharps in treatment which penetrated
the skin. Of this group of42
physiotherapists, 36 (85.7 per cent)
disposed of the sharp instrumentafter
treatment. Six or 14.3 per cent did not
dispose of the sharp. Universal
Precautions specify that sharp
instruments used to puncture skin be
disposed of in a plastic puncture proof
container (PPPC). Of the 36
physiotherapists who reported that
they disposed ofthe sharp after
treatment, only 25 (59.5 per cent)
disposed of them in a PPPC.
Table 6 illustrates the use of rubber
gloves by the physiotherapists when
treating a bleeding injury. In addition
to rubber glove usage, 92 percent of
the 278 physiotherapists who had
exposure to a bleeding injury in the
past 12 months did not use a face mask
and 90 per cent did not wear protective
eye wear.
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HepatitisB vaccination is considered
to be essential· for the prevention of
hepatitisB transmission, particularly in
health care workers. Four-hundred and
nine of513 respondents reported
having hepatitis Bvaccination (79.7 per
cent).
I>mpactof experience on
physiotherapists' practice
patterns
Presence of rubber gloves
with years of experience
Seventy-six per cent of
physiotherapists with one to two years
of experience carried rubber gloves in
their kit. Eighty-two per cent of
physiotherapists with three to five
years of experience carried rubber
gloves in their kit. Ninety-three per
cent ofphysiotherapists with six to 10
years of experience had rubber gloves
in their kit. The results suggest a
positive trend for physiotherapists to
carry rubber gloves in their kit with
increasing yeats of experience. This
association was significant
<x\4) = lO.095,p =0.038).
Presence of rubber gloves with
frequency of exposure to blood
Eighty-two per cent of
physiotherapists with "seldom"
exposure to blood carried rubber
gloves in their kit. Ninety per cent of
physiotherapists with "occasional"
exposure to blood carried rubber
gloves in their kit. Eighty-nine per
cent of physiotherapists who "often"
had exposure to blood, .carried rubber
gloves in their kit. Ninety-eight per
cent of physiotherapists with
"frequent" exposure to blood carried
rubber gloves in their kit. Again, there
was a positive trend for
physiotherapists with increasing
exposure to blood (and thus
experience) to carry rubber gloves in
their kit. This association was
significant (X2(3) = 10.973, p= 0.011).
Presence of hepatitisB
vaccination by number of
weeks of on-field coverage
Of those physiotherapists with less
than 10 weeks of coverage per year,
only 79.1 per cent had a hepatitis B
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vaccination. Percentages.of
physiotherapists with 10-25 weeks of
coverage per year, 26-35 weeks of
coverage per year and more than 35
weeks of coverage pet year who were
vaccinated .against hepatitis B 83.7,
95.2 and 97.8 respectively.
A positive trend was demonstrated for
increasing number of weeks ofon-field
sports coverage (and thus experience)
and presence of hepatitisB vaccination.
This association was significant
(x2(3) = 15.878, P< 0.001).
Use of rubberg<loves during
bleedinginiurymanagement
and hepatitis Bvaccination
Of those physiotherapists who never
wore rubber gloves .during the
management ofa bleeding injury, 28.6
per cent had not had a hepatitis B
vaccination. Of those who always wore
rubber gloves during the management
ofa bleeding injury, only 6 per cent
had not had a hepatitis B vaccination.
The tendency for appropriate bleeding
injury management, as evidenced by
the use ofrubber gloves, to be
associated with higher levels of
hepatitis B vaccination was significant
(X\4)= 19.504, P< 0.001).
Use of sharp instruments
Presence ofsharps in kits with
frequency of on-field sports
coverage
Seventy per cent of physiotherapists
who provided less than 10 weeks of on-
field coverage per year carried sharps
in .their kit. Seventy-three per cent of
physiotherapists with 10-25 weeks of
on-field coverage per year.carried
sharps in their kit. Ninety per cent of
physiotherapists with 26-35 weeks of
on-field coverage per year carried
sharps in their kit whereas 81 per cent
of physiotherapists with more than 35
weeks per year of on-field coverage
carried sharps in their kit. The trend to
carry sharps in one's kit with greater
weeks of on-field coverage per year
(and thus experience) was significant
(x2(3)= 11.276,p =0.010).
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Number ofyears of sports
experience and use of sharp
instruments
Twenty....nine per cent of
physiotherapists with one to two years
of experience brought sharps into
contactwith the athlete's skin. Forty-
nine per cent of physiotherapists with
three to five years of experience
brought sharps into contact with the
athlete's skin. Fifty-one per cent of
physiotherapists with sixto 10 years of
experience brought sharps into contact
with the athlete's skin, whereas 65 per
cent of physiotherapists with more
than 10 years of sports experience
brought sharps into contact with the
athlete's skin. The tendency to use
sharps on an athlete's skin was
associated with increasing years of
experience and was significant
(x2(4) = 13.595, P< 0.008).
Use ofplastic ·puncture proof
containers and years of experience
In general, physiotherapists with
increasing years of experience disposed
of sharps after use with athletes more
appropriately. Physiotherapists with
one to two years of experience, for
example, did not report using a PPPC
for disposaL This was in contrast with
physiotherapists with increasing years
of experience. Forty....one percent of
physiotherapists with six to 10 years of
experience .disposed of sharps after use
into a PPPC.Fifty-four per cent of
physiotherapists with more than 10
years of experience reported disposing
ofsharps after use into aPPPC. The
association between appropriate
disposal of sharp instrumentsafter·use
and increasing years of experience was
significant (xZ(4) =19.355,p < 0.001).
Discussion
The response rate for the survey was
not as substantial as the investigators
would have liked. A response rate of
29.2 per cent is considered low by
conventional standards although
Phillips et al (1994) have reported that
response rates from postal
questionnaires often reach no more
than a 40 percent level. There were
several factors likely to have had an
impact on response rate. The inclusion
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of the questionnaire into the APA--
NSPG general mailing may have
resulted in some questionnaires being
misplaced or overlooked by the
membership. Direct mailing .of the
survey, with follow~upmailings for
non-responders, was not a possibility
because of limited financial resources.
In addition, questionnaires were not
sent out until the end of November
because ofadelay in the mailing. This
meant that members would have
received the" questionnaires close to the
holiday season and this may have
impacted upon response rate.
Questionnaire release could not be
postponed, as the research project had
to comply with the University semester
system because of student involvement
in the project.
Another factor that may have
influenced response rate is that some
physiotherapists who are .membersof
the APA--NSPGdo not provide any
actual on-field sports coverage. In this
case, they may have decided not to
invest any time in completing the
questionnaire as it may not have
seemed relevant to them. There is also
the population of physiotherapists who
provide sports coverage but are not
members of the APA-NSPG". They
would be excluded from the results of
this study.
Honest reporting also may have
influenced the response rate. During
the pilot stage, participants reported
feeling uncomfortable about answering
the questions honestly when there was
identifying information on the
questionnaire. Therefore, the
investigators decided to remove any
possible means of coding
questionnaires for follow-up, as the
perceived potential for traceability on
the respondents' part may have
influenced honest reporting or return
of the questionnaire. By doing this, the
investigators were able to ensure
complete confidentiality.
The ethical dilemma of answering
questions that indicate the respondent
is not practising safely is another factor
that possibly affected response rate. It
mayhave created anxiety on the part
of some of the respondents. During the
process ofcompleting the
questionnaire, the realisation of having
erred during practice may have evoked
an anxiety laden response precipitating
an unwillingbness to participate jnthe
survey. This is not an unrealistic
supposition particularly when centred
around such ethically laden diseases as
AIDS and, to a lesser extent, hepatitis.
Given this potential for respondent
anxiety, it is possible that less
experienced physiotherapists, who may
not have been practising consistently
under UP guidelines, did not
participate in the survey. This is
supported by the finding that that
more experienced physiotherapists (77
per cent having three or more years of
experience) responded to the survey.
The results suggest that they were
more consistently implementing UP
and therefore might present with less
anxiety or dilemma about answering
questions openly and submitting their
responses. Because of these constraints
affecting the response rate, the results
of the survey must be interpreted as
opening a window into this area of
investigation, rather than being
conclusive.
With respect to those respondents
who provide on-field sports coverage,
most worked within the "moderate
contact" sport category. A high
percentage (85 per cent) of
physiotherapists providing on--field
sports coverage were exposed to
bleeding injuries, with varying degrees
ofexposure. Physiotherapists with
more frequent bleeding injury
exposure or more years of experience
tended to implement UP more
consistently. This suggests that there is
an experiential component to the
implementation of UP rather than
broad based implementation of the
procedures based on training. This has
implications for training programs
implemented to ensure that UP
guidelines are consistently practised. It
is of particular importance for novice
practitioners and for those with only
episodic contact with bleeding injuries~
With respect to equipment, very few
physiotherapists had face .masks and
protective eye wear in their kits. This
is probably due to the fact that most
..
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injuries do not involve spraying or
splashing of blood. However, in the
event of injury where there might be
spraying or splashing of blood, most
would be unprepared. Although rubber
gloves were present in 83 per cent of
physiotherapists' kits, the use of these
rubber gloves in treatment of bleeding
injuries was low. This is consistent
with the findings reported by McGrew
et al (1993) and Welch et al (1989).
Both reported low levels of consistent
UP implementation amongst sports
trainers.
Low levels of rubber glove usage in
some instances may be appropriate, for
example, if physiotherapists get the
athletes to clean up their own
abrasions and cuts. However, this
survey did not investigate decision
making processes as part of bleeding
injury management. This would
require a follow-up study with more
open ended questions. Part of the low
compliance with respect to the use of
rubber gloves may parallel the reasons
cited by Elford (1990) in an
investigation of rubber glove usage by
emergency personnel. Some of the
stated reasons were:
1. Lack of time to put on gloves prior
to attending to a patient requiring
immediate attention.
2. Reduced dexterity such as lack of
co-ordination, sensation and
efficiency when wearing gloves.
3. Falsely believing individuals to be
at a low risk for infectious diseases.
4. Non-availability of equipment.
The use ofsharp instruments in the
provision ofhealth care is an important
issue. Most HIVorhepatitis
transmissions among ·health care
workers result from sharp instrument
punctures - .particularly needle stick
injuries (Adegboye et a11994, Esposito
1993, Head et a11993, Hu et a11991,
Kelen 1990, Lisanti and Talotta 1994,
Marcuset a11993, Marx 1993, Mosley
1993 ,Roup 1993). Because three-
quarters of physiotherapists reported
having sharps within their kits,the use
and disposal. of these instruments is an
important issue. It is also important to
note that there are 20 other pathogens
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which may be transmitted through
sharp instrument penetration (Gerson
etaI1994). Therefore, physiotherapists
must ensure that their practice in·the
trainingroom and sports field parallels
that expected in traditional health care
or hospital settings.
While only a small percentage of
physiotherapists actually used sharps to
penetrate an athlete's skin, only 60 per
cent ofrhis group disposed of the
sharps into the appropriate type of
container. Once again, those who did
dispose of sharps correctly were
individuals with greater experience.
Lack of use of PPPCs in this instance
may be due to cost factors, lack of
awareness and/or general
inconvenience. A small proportion of
physiotherapists did not dispose of
sharps after skin penetration. Itean
only he speculated if and/or how these
sharps are subsequently used.
HepatitisB vaccination is another
component ofself protection within
the context of UP. There is a much
greater chance of the health care
worker contracting or dying from
hepatitisB than AIDS (Lusk 1994). Tn
addition, the HBV can remain virulent
in dried blood. for up to one week
(Heeg and Coleman 1992, Huet al
1991, Trevalyan 1991)"Given the
safeguard that vaccination affords, it
was surprising that only 80 percent of
the sample population actually
reported being immunised. This is a
far cry from the APA recommendation
that all physiotherapists in patient
contact situations be vaccinated (APA
Infection Control Guidelines 1995).
Increasing weeks of coverage (and
therefore experience) was associated
with higher levels of hepatitis B
vaccination.
Lastly, there would appear to be a
group of physiotherapists who are
altogether ignorant ofsafe practice.
There was .a significant association
between use of gloves when treating a
bleeding injury and presence of
hepatitis B vaccination. Thirty per cent
of physiotherapists who never wore
rubber gloves during the treatment of a
bleeding injury also did not have any
selfprotection viahepatitisB
vaccination, whereas only 6 per cent of
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physiotherapists who frequently used
rubber gloves during the treatment of a
bleeding injury did not have a hepatitis
B vaccination. This difference suggests
that there is still an element of
ignorance in the community regarding
methods of self-protection during
bleeding injury management.
Analysis of the data from this
particular study demonstrates that
some physiotherapists are not
consistently adhering to UP which are
imperative for their safety, the safety of
their clients and ongoing respect.for
the profession. The use of UP needs to
be learned and become automatic. It is
essential for every physiotherapist
given that.much of the practice pattern
measured in this study appears ·to
emanate from experience and
frequency of exposure. This.has
important implications for those who
educate and prepare physiotherapists
for sports coverage. Continuing
education for physiotherapists, the
development of practice guidelines and
further policy development in sport
would greatly help this situation
Conclusion
Regardless of the sporting
environment a physiotherapist may be
working within, compliance with UP
guidelines is essential. This study
provides some information about the
practice of UP by Australian
physiotherapists.
The study also raises further
questions. Research questions need to
focus upon .reasons behind·.non-
adherence to UP. For example, is non-
compliance the result of ignorance or
some other dimension of practice?
Investigation into the use of sharp
instruments in. sports physiotherapy is
also worthy of further study. How are
sharps utilised and for what reasons?
How are sharps disposed of, if not in
PPPCs? If they are reused, are they
sterilised appropriately?
Training programs should also be
evaluated to ascertain the information
students receive about infectious
diseases and the methods for the
prevention oftransmission. How this
informat;ion is taught is just as
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important as whether it is actually
presented in ·thecurriculum. The issue
of respondent honesty in answering
questions is an important
consideration. An ethically laden
disease such as AIDS and, to a lesser
extent,hepatitis, presents interesting
implications for the collection of data.
The.effect of respondent anxiety and
the concomitant ethical dilemmas that
ensue need to be taken into
consideration when designing
investigations into this area.
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